MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH RN63-045749
DEPARTMENT OF PUBLIC HEALTH AND WELFARE -

Registration District N N District N lggg L1394 STATE FILE NUMBER
DO NOT WRITE AMENDED ki iatrict No. --——-——-3—1—8———""""“1 egistration District No. ———_Registrar's No LA LI R

ON THIS STUBR - ! L == NAV 3 9 a0y
I. PLACE OF DEATH — ' —~ = U9 2. USUAL RESIDENCE (Where decessed lived. If institution: Residence before

a. COUNTY a. STATE b. COUNTY admisslon)
Mog

b. C(I)LY {{ outiide corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limirs
OR

TOWN St. Louis TOWN at. Loui Yes 0 Ne O

¢. FULL NAME OF [If NOT in hospital, give location) Inside Limi? . ide, gi i i
FULL NAME O 9 neide Limits (It curside, give location) Reride on Farm

INSITUTION 1087 Wise Ave, Yes O No O 5987 wise Ave. Yes O No QD

3. NAME OF DECEASED First Middle 4, DATE Month Day Yeor
(Type or print) OF

DELIA B. cALOON DEATH Nov. 16 1963

5. SEX 5. COLOR OR RACE 7. Married [  Never Married §f 8. DATE OF BIRTH 9. AGE [lasr binhday) | IF UNDER 1 YEAR IF UNDER 24 HR

Widowed [ Diverced [ Maonths Days Hours Min.
Female white 6-26-1872 91
10a. USUAL QCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country} | 12. CITIZEN OF WHAT COUNTRY
ring most of orking llfe, even If retired)
U.S.A,.

QouUBewoO At Home Ireland J{
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Unknown

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Addres

(Yes, no, %‘knuwn,l {IF yes, give \ﬂrocirlgﬂen of servical John cain 4987 wise Ave .

18. CAUSE OF DEATH (Enter only one cause per line ! INTERVAL BETWEEN
ART t. DEATH WAS CAUSED BY; . [+] AND DEATH

IMMEDIATE CAUSE (a)
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Conditions, if any, DUE TO (b)
which gava rise to
sbove causa {a),
siating the under-
lying cause last, OUE TO ()

FART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If deceased was female war
diseere condition given in PART | [a) thare & pregnancy in last 90 days.

ID Yas IXNn I O Unknown

19 WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20%. DESCRIBE HOW INJURY OCCURRED. {Enver noturs-of iniury in PARY 1 or PART 11 of item 18.)
PERFORMED? O O m]
YESC] NORB

20c. TIME OF Houl Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY QCCURRED %0e. PLACE OF INJURY [eg., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK O farm, factary, wireel, office bidg.. eic.) .
NOT WHILE AT WORK [0

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21, | attended the d d from. LT {a asr saw wlnw o
"‘: ,+5, P. m on rhe date srared abdve, and to the best of my knowledge, from Ihe cavses stated.

Death occurred at

S 0 O T [V s K, 0

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

_éa(aumm CREMATION,) 23k, DATE \ll\ 73. NAME OF CEMETERY OR CREMATORY Z3d." LOCATION (City, hwn. or catfiiy) \State) 7

Bt = | oy, 19, 3063 Talvary Constery sg Loula, bo.

24. FUNERAL DIRECTOR ADODRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

Kriegshauser 4228 S, Kingshighway Blwd.| NOV 18 1963 LT D

[Licensed Embaslmer’s Siatement an Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




7 STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

[

or. by : ‘ Student Embalmer No.

working under my.personal supervision. df ST
1
Student. : Signe ‘_/M ;Z;

Signature of Student Embalmer

Licensed Embalmer,
P. O. Address.2 M %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hts OWN HANDWRITING (Failure to comply .
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

‘IF this body-is not embalmed, fact should be so stated above. .
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